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Complaint Investigation :
2285133/IL.148560 - No Findings
2285205/1L148652

Investigation of Facility Reported Incident of May
26,2022; IL147639

Final Observations

Statement of Licensure Violations:

10f 2

330.710 a)
330.780 b)
330.780 ¢)

Section 330.710 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated with the involvement of the
administrator. The written policies shall be
followed in operating the facility and shall be
reviewed at least annually by the Administrator.
The policies shall comply with the Act and this
Part.

Section 330.780 - Incidents and Accidents

b) The facility shall notify the Department of any
serious incident or accident. For purposes of this
Section, "serious” means any incident or accident
that causes physical harm or injury to a resident.
c) The facility shall, by fax or phone, notify the
Regional Office within 24 hours after each
reportable incident or accident. If a reportable
incident or accident results in the death of a
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resident, the facility shall, after contacting local
law enforcement pursuant to Section 330.785,
notify the Regional Office by phone only. For the
purposes of this Section, "notify the Regional
Office by phone only” means talk with a
Department representative who confirms over the
phone that the requirement to notify the Regional
Office by phone has been met. If the facility is
unable to contact the Regional Office, it shall
notify the Department's toll-free complaint registry
hotline. The facility shall send a narrative
summary of each reportable accident or incident
to the Department within seven days after the
occurrence.

This requirement is not met as evidence by:

Based on observation , interview, and record
review, the facility failed to report an accident that
resulted in serious injury to 1 of 3 (R2 ) residents
ina sample of 7.

Findings include:

Hospital record, dated 7/9/22, shows Diagnosis of
Contusion of face , abrasion of nose , closed
head injury , closed fracture of nasal bone and
closed nondisplaced fracture of head of right
radius , initial encounter.

Progress note, dated 7/9/22 at 5:30PM, states,
"(R2) returned to the facility from hospital with her
daughter. Head to toe assessment made , noted
blood on the face ,swollen face and right arm
sling shoulder. Resident complains of mild pain
and stated took Tylenol 650 mg tabs at the
hospital. Discharge diagnosis : Contusion of face
, abrasion of nose , closed head injury , closed
fracture of nasal bone , closed non displaced
fracture of head of right radius.”
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